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This review article is attempted to review the cases of 5-mm trocar site hernias (TSHs) after laparoscopic
surgery and identify the risks associated with incarceration. We searched the English literature on the
PubMed website using the key words “trocar site hernia” and “5 mm”. We evaluated a total of 24 cases of
5-mm TSHs and analyzed and results showed that 17 (71%) and 7 (29%) resulted from gynecologic and
gastrointestinal surgeries, respectively. The majority were found at the lateral abdomen (87.5%) and
recognized within 2 weeks (87.5%). The most frequently herniated organ (n = 14) was the small bowel. Up
to 62.5% of cases (n = 15) were repaired by exploratory laparotomy, and 25% (n = 6) required resection of
herniated organs secondary to incarceration. The cases with incarceration were detected at 4.3  2.2
days post-operation and those without incarceration at 47.4 days post-operation. No risk factors could
be identiﬁed to show a correlation between 5-mm TSHs and incarceration. We concluded that immediate
1–2-week postoperative care is of most importance, since the majority of 5-mm trocar site hernias with
or without incarceration occurred within this period.
Copyright  2013, The Asia-Paciﬁc Association for Gynecologic Endoscopy and Minimally Invasive
Therapy. Published by Elsevier Taiwan LLC. All rights reserved.Introduction
Laparoscopic procedures have been developed very successfully
in recent decades.1 The advantages and disadvantages (limitations)
have nearly all been previously reported.2 Trocar site hernia (TSH) is
one of the well-known postoperative complications.3,4 Although
TSHs can occur inwounds of any size, ranging from 2mm to 15mm,
most reported cases are in wounds larger than 10 mm.4 However, a
TSH can occur in a relatively small wound, for example, a 5-mm
wound. Because 5-mm TSHs are extremely rare3e58 and sometimes
contribute to a catastrophic condition (for example, incarceration)
this danger may be underestimated. Therefore, this review focusseds and Gynecology, National
spital, Number 201, Section 2,
g@ym.edu.tw (P.-H. Wang).
ia-PaciﬁcAssociation forGynecologicEnon 5-mm TSHs, and the purpose of this review was to improve our
understanding of 5-mm TSHs and minimize their subsequent risk.
Materials and methods
For this review, a nonsystematic PubMed search of published
data was performed with the following search terms: "trocar site
hernia" and "5mm". Only articles published in English from 1991 to
March 2012 were searched.
Statistical analysis was performed using Fisher exact test, the c2
test, or Student t test. A value of p  0.05 was considered statisti-
cally signiﬁcant.
Results
After a careful search of the PubMed website using the key
words "trocar site hernia", and "5 mm", we found 113 articlesdoscopyandMinimally InvasiveTherapy.PublishedbyElsevierTaiwanLLC.All rights reserved.
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also added. We read 56 articles and found 24 cases of hernias at
5-mm trocar sites to complete this review (Table 1), and the
remaining 57 articles were excluded, for reasons such as an
absence of full articles obtained, or no mention of 5-mm TSHs in
the article. Seventeen 5-mm TSHs (71%) cases occurred after
gynecologic laparoscopic surgeries and the remaining seven
(29%) cases occurred after gastrointestinal surgeries (Table 2). All
cases were left open at the fascial layers. In all, 12.5% of 5-mm
TSHs were located at the midline, and 87.5% of cases occurred
at the lateral abdomen. In this review, we did not further sepa-
rate 5-mm TSHs at the lateral abdomen into the left or the right
lateral abdomen, because the anatomical structure of the bilat-
eral abdominal wall is similar, and of most importance, the sur-
gical ﬁeld included the upper and lower abdomen; therefore, the
operator might stand either on the left or on the right side of the
patient when the patient was in the supine position. In addition,
5-mm TSHs at the midline incision included the umbilicus and
extraumbilicus sites. Twenty of the 24 5-mm TSHs (82.5%)
occurred within 2 weeks after laparoscopic surgery. The small
bowel was the most frequently herniated organ (n ¼ 14), fol-
lowed by the omentum (n ¼ 8). The protrusion of the small in-
testine or omentum presented symptoms resulting from the
entrapment of the bowel or omentum. All of the 5-mm TSHs
with a herniated small bowel occurred within 2 weeks after
laparoscopic surgery and more than 90% of cases presented as a
small bowel obstruction. Exploratory laparotomy was often used
to repair the 5-mm TSHs (n ¼ 15, 62.5%). Six 5-mm TSH cases
were complicated with incarceration, which required resection
of the herniated organs, including three at the small bowel, two
at the omentum, and one at the fallopian tube (Table 3). In
comparing incarceration and nonincarceration, no risk factors
could be identiﬁed, although the occurrence of incarceration
seemed to be earlier than that of nonincarceration (4.3 days vs.
47.4 days).
Discussion
TSH is a rare but well-known phenomenonwith a prevalence of
0.5% (range, 0e5.2%).4 Early-onset TSH developed in the early
stages after surgery, presenting symptoms within 2 weeks after
laparoscopic surgery.5 A higher incidence of early-onset TSHs was
found at 5-mm trocar sites (83%, n ¼ 20), suggesting the impor-
tance of early identiﬁcation. Toub and Campion6 reported a 5-mm
TSH secondary to omentum herniation, with ﬂuid leakage from the
incision wound as the main symptom. Wang et al3 reported an
incarcerated fallopian tube with postoperative vague pain. The re-
ported predisposing factors for TSHs include umbilical location,4,18
preexisting fascial defect,18,19 compressed air effect,20e22 preschool
age,3,23e25 age >60 years,26 obesity, and long surgical time,27 or
some comorbidities associated with a fascial defect, for example,
adjuvant chemotherapy for cervical cancer6 and breast cancer with
abdominal metastasis.11
Huang et al11 reported a case presenting a 5-mm TSH on post-
operative Day 1, but the defect was measured as three times the
initial length on the computed tomography examination. All pa-
tients underwent reduction of TSHs either by laparotomy (n ¼ 15)
or laparoscopy (n¼ 9), and six patients needed resection of a partial
small bowel, omentum, or fallopian tube (Table 2). After reduction
or resection of the herniated organs, an aponeurotic closure at the
hernia site was performed for all patients.
To further improve our understanding of 5-mm TSHs, three
major topics (risk factors associated with surgical techniques, risk
factors associated with patients, and closure techniques) are
discussed.Risk factors associated with surgical techniques
One main limitation should be noted ﬁrst in the discussion of
risk factors associated with surgical techniques. Because the
occurrence of 5-mm TSHs is extremely low, the discussion might
not be limited to 5-mm TSHs. By contrast, many data of risk factors
for TSHs might be derived from all-sized TSHs, and most of them
were based on 10-mm TSHs. Therefore, this discussion cannot be
fully representative of the discussion of 5-mm TSHs.Location
Nezhat et al7 reported that the occurrence of TSHs at 5-mm
trocar sites was unusual, because the incidence was less than
0.1%. Duron et al28 suggested the lateral wall is composed of two
fascial planes and muscle, and that the likelihood of dehiscence is
decreased, a ﬁnding supported by animal studies (muscle reoppo-
sition after blunt trocars).29,30 However, the arcuate line may
demarcate an inherent weakness of the abdominal fascia.31 In a
clinical survey, the umbilical area was still the most common site of
TSHs (75.7%), althoughmost TSHs (86.3%, 725 of 840 hernias) might
occur in TSHs 10-mm or larger.32 However, Tonouchi et al5 found 13
TSHs in the lateral region compared with 17 TSHs in the midline
region, suggesting the underestimated risk of TSHs in the lateral
region. These conﬂicting data seem to be confusing. The possible
reasons include: (1) the use of a large trocar in the midline leading
to a much greater risk of herniation, especially at the umbilicus
site32,33; and (2) the low expected overall incidence because of the
unknown true incidence secondary to high percentages of
asymptomatic TSHs, which may be missed or unreported.8 How-
ever, based on this review and the data in Table 2, we believe that
the incidence of TSHs in the lateral region might be higher than we
suspect.Prolonged surgery, extensive manipulation, and stretching the
incision for retrieval
Uslu et al27 reported that the mean surgical time for laparo-
scopic cholecystectomy was at least twofold longer in the TSH
group than in the non-TSH group (94.5 minutes vs. 50.5 minutes,
respectively), suggesting that the longer the surgery, the greater
the risk of tissue disruption at the trocar sites and the longer the
tissue healing time. Nezhat at al7 supported the concept that
extensive manipulation of the 5-mm trocar sites resulted in TSHs,
because these 5-mm TSHs were associated with advanced surgical
complications, including severe endometriosis, large uterine leio-
myoma, and extensive adhesions. Based on our review (Table 1),
we concluded that extensive manipulation or frequent dislodge-
ment might widen the fascial defect. In fact, one report showed
that the fascial defect was three times the initial length (15.5 mm
compared with the 5-mm trocar site).11 Thapar et al34 reported an
original 5-mm trocar site might be widened after removal of the
20-French (6.7-mm) catheter. Nassar et al17 mentioned the
extension of the umbilical fascial defect as the most signiﬁcant risk
factor, because the stretching involved in retrieval might increase
the risk of TSHs. Forced dilation of the fascial layer due to pro-
longed surgery and extensive manipulation has been proposed as
an etiological mechanism.36 However, in this review, we did not
know whether the occurrence of TSHs is really more common on
the lateral incisions, which are closer to the operator’s side, or on
the opposite side. If TSHs occur more frequently on the operator’s
side, it is likely that routine fascial closure might be required if
stretching of the incision wound cannot be avoided during
surgery.37
Table 1
Literature review of 5-mm port wound hernias.
Source Procedure Location, no. Daya Symptom Organ Reduction method Discussion
Plaus8 Laparoscopy for pelvic pain,
cholecystectomy
Midline suprapubic, 2b 7/120 SBO /pain Omentum/omentum Laparotomy Paramedian sites preferred over
midline ones
Toub and Campion6 Radical hysterectomy Left lower quadrant, 1 4 Fluid leakage Incarceration of
omentum
Laparotomy Adjuvant chemotherapy on
postoperative d 3
Matter et al12 Cholecystectomy Right upper quadrant, 1 10 Pain Small bowel Laparotomy Reinsertion of cannula widens defect
Waldhaussen23 Toupet fundoplication Left lower quadrant, 1 5 NDA Small bowel NDA 22-mo-old child
Nezhat et al7 Hysterectomy, adhesiolysis,
5 cases
Left abdomen, 5 2/2/6/
12/229
SBO/SBO/N/V
/ N/V/ pain
Small bowel or
omentum
Laparoscopy, one had
small bowel resection
Extensive manipulation due to
complicated surgeries
Eltabbakh13 Staging surgery for
endometrial
cancer
Extraumbilical, 1 7 SBO Small bowel Laparotomy Prolonged operative laparoscopy
Reardon et al9 Fundoplication Left abdomen, 1 2 SBO Incarceration of small
bowel
Laparotomy with
end-to-end anastomosis
Extensive manipulation in long
procedure
Nakajima et al24 Nissen fundoplication Right lower quadrant, 1 6 SBO Small bowel Laparoscopy 6-mo-old infant
Kwok14 Pelvic ﬂoor repair and
colposuspension
Left abdomen, 1 180 A mass Omentum Laparotomy 3 cm in diameter at previous 5-mm
trocar site
Wang et al3 Laparoscopic cystectomy Left abdomen, 1 7 Pain with a mass Fallopian tube Laparotomy, excision
of Fallopian tube
9-y-old child (immaturity)
Bergmann et al19 Uncomplicated tubal
ligation
Umbilical (3 mm), 1 2 A mass Omentum Laparotomy 1.5 cm preexisting fascial defect
Bourdel et al15 Laparoscopic hysterectomy Left abdomen, l 1 8 SBO Small bowel Laparoscopy 3 successive extractions and
introductions for needle passage
Moreaux et al10 Staging surgery for
endometrial
cancer, 2 patients
Right abdomen, 2 6/6 SBO Small bowel/
incarceration
of small bowel
Laparoscopy/ laparotomy
(end-to-end anastomosis)
Herniations after removal
of drains
Huang et al11 Laparoscopic BSO and
PALNS
Left abdomen, 1 1 SBO Incarceration of small
bowel
Laparotomy, (end-to-end
anastomosis)
15.93 mm defect on CT scan;
breast cancer
Thapar34 Laparoscopic cystectomy Right lower quadrant, 1 2 SBO Small bowel Laparoscopy Herniation after removal of 20
French drain
Yamamoto31 Laparoscopic hysterectomy Left abdominal 1 4 SBO Small bowel Laparotomy Extensive manipulations
Dulskas26 Laparoscopic
cholecystectomy
Right abdomen, 1 365 Bulging mass Large bowel and
omentum
Laparotomy Advanced age (63 y old) and obesity
(BMI: 36)
This study Laparoscopically assisted
vaginal
hysterectomy
Left abdominal 1 3 SBO Small bowel Laparotomy Increased intra-abdominal pressure
during reversal of anesthesia
BMI ¼ body mass index; CT ¼ computed tomography; NDA ¼ No data available; N/V ¼ nausea or vomiting; SBO ¼ small bowel obstruction; BSO ¼ bilateral salpingo-oophorectomy; PALNS ¼ para-aortic lymph node sampling.
a Interval refers to the time between laparoscopy and diagnosis of herniation.
b One patient presented with both 12-mm and 5-mm trocar site hernias.
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Table 2
Summary of the characteristics of the 24 cases of 5-mm trocar site hernia.
Type of procedure Gastrointestinal surgery: 7
Gynecologic surgery: 17
Location Midline (including umbilical): 3
Lateral: 21
Symptom Small bowel obstruction: 13
Pain: 4
Nausea/vomiting: 2
Mass: 4
Fluid secretion: 1
Organ Small bowel: 14
Omentum: 8
Large bowel: 1
Fallopian tube: 1
Reduction of hernia Laparotomy: 15
Laparoscopy: 9
Resection of herniated organ Yes: 6
No: 18
Association with surgical technique Yesa: 15
Nob: 9
a Midline incision, manipulation/prolonged surgery, drain insertion, increasing
intra-abdominal pressure during reversal of anesthesia.
b Young/old age, obesity, previous facial defect, chemotherapy, comorbidity.
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As shown in animal studies,29,30 muscle and fascia reopposition
after blunt trocar insertion can occur in the lateral abdominal
wall.29,30 In one prospective study (n ¼ 110)38 and three retrospec-
tive studies (n ¼ 747, n ¼ 92, and n ¼ 350, respectively),39e41 there
was no TSH at 5-mm, 10-mm, or 12-mm paramedian blunt trocar
sites during a follow-up of 4.8e36months. Leibl et al42 reported that
the cutting trocarwas associatedwith a signiﬁcantly higher TSH rate
than blunt trocars (n ¼ 600; 1.8% vs. 0.2%, p < 0.01). However, a
Cochrane review in 200843 did not showa difference between blunt
and cutting trocar sites, and there was no advantage in using one
single technique over another to prevent major complications;
however, this review did not address the topic of TSHs. Wallace and
O’Dwyer44 evaluated 568 open laparoscopies and found that no
postoperative TSHs had occurred during a 1-week follow-up period.
A prospective nonrandomized study (n ¼ 403) comparing entry
techniques using either a Veress needle (closed laparoscopy) or the
Hasson technique (open laparoscopy) showed six TSHs (3%) in the
VernessgroupbutnoTSH in theopenentrygroupduringa follow-up
period of 3e51 months (p ¼ 0.01).35 One of the six TSHs resulted
from nonclosure of the fascia; all fascial defects due to open lapa-
roscopy were closed with absorbable sutures. However, the wound
infection ratemight be higher in a closed laparoscopy, which caused
an increase in the incidence of TSHs.35Table 3
Comparison of incarceration and nonincarceration.
Mean duration (d)
Organs Small bowel
Omentum
Large bowel
Fallopian tube
Procedure Gastrointestinal surgery
Gynecologic surgery
Symptoms Small bowel obstruction
Pain
Nausea/vomiting
Mass
Fluid
Associated with surgical techniquesa Yes
No
Data are presented as n (%) unless otherwise indicated.
a Yes: midline incision, manipulation/prolonged surgery, drain insertion, increasing i
previous facial defect, chemotherapy.Closing fascial defects
There is no doubt that it is sometimes difﬁcult to close the fascial
level completely at 5-mm trocar sites. This is why some physicians
leave 5-mm trocar sites open without closure, and use adhesive
bands superﬁcially as alternatives. Although therewas no study that
made a direct comparison of closure and nonclosure at 5-mm trocar
sites to evaluate the risk of 5-mm TSHs, we still believe that closure
of the 5-mm trocar site can avoid TSHsdbased on our ﬁndings in
Table 1, all 5-mm TSHs occurred when the fascial defects were not
closed. This conceptwas supportedbya retrospective study,45which
found that 10-mm or larger TSHs were substantially more common
if the fascia defectwas left open, althoughclosuredidnotcompletely
avoid the occurrence of TSHs. Furthermore, Helgstrand et al46
reviewed 95 cases of TSHs at trocar sites 10-mm or larger in
12,304 patients in general surgery and urologic oncology, and found
that the incidence of TSHs after closure and nonclosure of the fascia
was 0.6% (42 of 8719) and 1.5% (53 of 3585), respectively. The TSHs in
the fascia-closure group might be secondary to the surgical tech-
nique or surgical materials (for example, suture materials). The
incidence of TSHs seemed to be higher in the fast-absorbable suture
(Vicryl or Polysorb) group than in the slow-absorbable suture group
(PDS, synthetic monoﬁlament absorbable polydioxanone, Ethicon,
Johnson & Johnson, Cincinnati, Ohio) [1.7% (18 of 1067)39,47 vs. 0.2%
(15 of 6089)48e50]. Therefore, it is recommended that trocar sites 10-
mm or larger be closed with slow absorbable sutures.
Effects of compressed air
Increased intra-abdominal pressure might push bowel loops or
the omentum through the trocar incisions, and the protruding or-
gans might be trapped by abdominal muscle.20e22 A partial vacuum
effect created by withdrawal of the trocar or drain catheter might
draw organs into the fascial defect.10,28,34 In our experience, a cough
during reversal of anesthesia could increase intra-abdominal
pressure, which might increase the risk of TSH. It is recom-
mended that trocars be removed under direct visualization or with
a blunt instrument to avoid the partial vacuum effect.10
Risk factors secondary to the patients
Obesity
Obesity might be a factor contributing to the increased risk of
TSHs because of the difﬁculty of deﬁnite closure of the fascial defect
and the tendency to increased abdominal pressure in theseIncarceration (n ¼ 6) Nonincarceration (n ¼ 1 8) p
4.3  2.2 47.4  99.5 0.092
3 (50) 11 (61.1) 0.290
2 (33.3) 6 (33.3)
0 (0) 8 (5.6)
1 (16.7) 0 (0)
1 (14.3) 6 (85.7) 0.629
5 (29.4) 12 (70.6)
3 (56.0) 10 (55.6) 0.718
1 (16.7) 3 (16.7)
1 (16.7) 1 (5.6)
1 (16.7) 2 (11.1)
0 (0) 1 (5.6)
4 (26.7) 11 (73.3) 1.00
2 (22.2) 7 (77.8)
ntra-abdominal pressure during reversal of anesthesia; no: young/old age, obesity,
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of 10-mm TSHs after closure of the fascia was 1.3% (9 of 747) during
a 4e43 month follow-up period; some TSHs were recognized
within 5e9 months after surgery.39 Dulskas et al26 reported a late-
onset TSH that occurred within 1 year after laparoscopic chole-
cystectomy at a lateral 5-mm trocar site; the patient’s body mass
index (BMI) was 36. Uslu et al27 suggested a BMI higher than 25
might be a risk factor for TSH during the 1-month follow-up period
after laparoscopic cholecystectomy. As the above-mentioned
studies show, TSH in obese patients was often of a late-onset
type; therefore, long-term follow-up is highly recommended after
laparoscopic surgery in obese patients.
Children
Three patients with TSH at lateral 5-mm trocar sites were chil-
dren (age 6 months, 22 months, and 9 years, respectively;
Table 1).3,23,24 Prematurity of the subcutaneous fatty and muscular
layer in children might be a risk factor. Paya et al25 suggested
children younger than 5 years have a signiﬁcantly high risk of
TSHs, and recommended meticulous suturing of all layers, partic-
ularly the peritoneum, and even in small incisions (2 mm), to
prevent omental protrusion at trocar sites in children younger than
5 years.
Advanced age
Dulskas et al26 reported that a large bowel and omental herni-
ation were found in a 63-year-old patient with late-onset TSH at a
lateral 5-mm trocar site 1 year after laparoscopic cholecystectomy.
Uslu et al27 reported that patients with trocar site hernias had an
average age of 60 years, and that the average age of those without
this complication was 50 years.
Preexisting fascial defects
Bergemann et al19 reported a 32-year-old woman with omental
herniation at a 3-mm trocar site due to a preexisting 1.5-cm fascial
defect after tubal ligation surgery. The incidence of preexisting
umbilical fascial defects was up to 18% in 2100 patients undergoing
laparoscopy.52 In a report of 1300 cases of laparoscopic cholecys-
tectomy, nine of 10 TSHs developed in patients inwhom preexisting
fascial defects were diagnosed preoperatively.53 Although these
case reports were limited to the defects of the umbilicus, it is
rational to suppose that this riskmight contribute to the trocar sites
other than the umbilicus.
Comorbidity
Fascial defects, potentially secondary to malignancy, might be
widened during laparoscopy.6,11 Diabetes mellitus is related to an
increased incidence of wound infection in laparotomic surgery, but
the relationship between diabetes mellitus and the incidence of
TSHs was not statistically signiﬁcant.5,46 Some authors suggested
that postoperative wound infection might be a predisposing factor
of TSH.35,54
Closure techniques
There is no doubt that it is sometimes difﬁcult to ﬁx the fascial
level completely at 5-mm trocar sites. Although the occurrence of 5-
mm TSH might be low and it may be relatively harmless, minimi-
zation of the 5-mm TSH is needed. Primary repair of incisions with
specially designed instruments (including special needles such as
the J needle (Medtronics Limited, Vero Beach, FL), Veress needle(Medtronics Limited, Vero Beach, FL), reusable Reverdin needle
(Surgicon Pvt. Ltd., Sialkot, Pakistan), Carter-Thomason Needle-
point Suture Passer (Louisville Apl Diagnostics, Seabrook, TX), hy-
podermic needle (Becton, Dicknson and Company, Franklin Lakes,
NJ), Grice needle (Lemaitre Vascular, Inc., Burlington, MA), and 15
gauge spinal cord needle (Medtronics Limited, Vero Beach, FL)) and
some specially designed trocars that were invented tominimize the
need of fascia closure, can reduce the likelihood of TSHs.39,47,55,56
In conclusion, because the incidence of 5-mm TSHs is extremely
low, and all 5-mm TSHs occurred at wound sites without closure,
we suggest that the 5-mm trocar site can be closed with a delayed
absorptive suture. In addition, dangerous incarceration is often
identiﬁed immediately or shortly after laparoscopic surgery
(average, 4 days), so patients should be informed about this
complication so that early detection can minimize the risk of
incarceration of the bowel.Acknowledgments
This work was supported in part by grants from Veterans Gen-
eral Hospitals University System of Taiwan Joint Research Program
(VGHUST99-G4), Taipei Veterans General Hospital (V99C1-085,
V100C-054, V101C1-128, V101E4-004, V101E5-006, V102C-141,
V102E4-003), and the National Science Council (NSC 99-2314-B-
010 -009 -MY3), Taiwan.References
1. Tsai HW, Chen YJ, Ho CM, et al. Maneuvers to decrease laparoscopy-induced
shoulder and upper abdominal pain: a randomized controlled study. Arch
Surg. 2011;146:1360e1366.
2. WangPH,LiuWM,Fuh JL, ChaoHT,YuanCC,ChaoKC.Symptomaticmyomatreated
with laparoscopic uterine vessel occlusion and subsequent immediate myomec-
tomy: which is the optimal surgical approach? Fertil Steril. 2009;92:762e769.
3. Wang PH, Yen MS, Yuan CC, Liang SC, Lin JY. Incarcerated hernia in a 5-mm
cannula wound. J Am Assoc Gynecologic Laparoscopists. 2001;8:449e452.
4. Swank HA, Mulder IM, la Chapelle CF, Reitsma JB, Lange JF, Bemelman WA.
Systematic review of trocar-site hernia. Br J Surg. 2012;99:315e323.
5. Tonouchi H, Ohmori Y, Kobayashi M, Kusunoki M. Trocar site hernia. Arch Surg.
2004;139:1248e1256.
6. Toub DB, Campion MJ. Omental herniation through a 5-mm laparoscopic
cannula site. J Am Assoc Gynecologic Laparoscopists. 1994;1:413e414.
7. Nezhat C, Nezhat F, Seidman DS. Incisional hernias after operative laparoscopy.
J Laparoendosc Adv Surg Tech A. 1997;7:111e115.
8. PlausWJ. Laparoscopic trocar site hernias. J Laparoendosc Surg. 1993;3:567e570.
9. Reardon PR, Preciado A, Scarborough T, Matthews B, Marti JL. Hernia at 5-mm
laparoscopic port site presenting as early postoperative small bowel obstruc-
tion. J Laparoendosc Adv Surg Tech A. 1999;9:523e525.
10. Moreaux G, Estrade-Huchon S, Bader G, et al. Five-millimeter trocar site small
bowel eviscerations after gynecologic laparoscopic surgery. J Minim Invasive
Gynecol. 2009;16:643e645.
11. Huang M, Musa F, Castillo C, Holcomb K. Postoperative bowel herniation in a 5-
mm nonbladed trocar site. JSLS. 2010;14:289e291.
12. Matter I, Nash E, Abrahamson J, Eldar S. Incisional hernia via a lateral 5 mm
trocar port following laparoscopic cholecystectomy. Israel J Med Sci. 1996;32:
790e791.
13. Eltabbakh GH. Small bowel obstruction secondary to herniation through a 5-
mm laparoscopic trocar site following laparoscopic lymphadenectomy. Eur J
Gynaecol Oncol. 1999;20:275e276.
14. Kwok A, Lam A, Ford R. Incisional hernia in a 5 mm laparoscopic port site
incision. Aust N Z J Obstet Gynaecol. 2000;40:104e105.
15. Bourdel N, Roman H, Lebouedec G, Lenglet Y, Accoceberry M, Canis M. Richter’s
hernia occurring through a 5-mm laparoscopy sheath incision. Gynecol Surg.
2006;3:132e133.
16. LajerH,Widecrantz S, Heisterberg L. Hernias in trocar ports following abdominal
laparoscopy. a review. Acta Obstet Gynecol Scand. 1997;76:389e393.
17. Nassar AH, Ashkar KA, Rashed AA, Abdulmoneum MG. Laparoscopic chole-
cystectomy and the umbilicus. Br J Surg. 1997;84:630e633.
18. Rabinerson D, Avrech O, Neri A, Schoenfeld A. Incisional hernias after lapa-
roscopy. Obstet Gynecol Surv. 1997;52:701e703.
19. Bergemann JL, Hibbert ML, Harkins G, Narvaez J, Asato A. Omental herniation
through a 3-mm umbilical trocar site: unmasking a hidden umbilical hernia.
J Laparoendosc Adv Surg Tech A. 2001;11:171e173.
20. Wagner MFG. Incarcerated hernia with intestinal obstruction after laparo-
scopic cholecystectomy. Wis Med J. 1994;93:169e171.
B.-S. Huang et al. / Gynecology and Minimally Invasive Therapy 2 (2013) 79e848421. Sanz-Lopez RM-RC, Nunez-Pena JR, Ruiz de Gopegui M, Pastor-Sirera L, Tam-
ames-Escobar S. Incisional hernias after laparoscopic vs open cholecystectomy.
Surg Endosc. 1999;13:922e924.
22. Horgan PGOCP. Subumbilical hernia following laparoscopic cholecystectomy.
Br J Surg. 1993;80:1595.
23. Waldhaussen JH. Incisional hernia in a 5-mm trocar site following pediatric
laparoscopy. J Laparoendosc Surg. 1996;6:S89eS90.
24. Nakajima K, Wasa M, Kawahara H, et al. Revision laparoscopy for incarcerated
hernia at a 5-mm trocar site following pediatric laparoscopic surgery. Surg
Laparosc Endosc Percutan Tech. 1999;9:294e295.
25. Paya K, Wurm J, Fakhari M, Felder-Puig R, Puig S. Trocar-site hernia as a typical
postoperative complication of minimally invasive surgery among preschool
children. Surg Endosc. 2008;22:2724e2727.
26. Dulskas A, Lunevicius R, Stanaitis J. A case report of incisional hernia through a
5 mm lateral port site following laparoscopic cholecystectomy. J Minim Access
Surg. 2011;7:187e189.
27. Uslu HY, Erkek AB, Cakmak A, et al. Trocar site hernia after laparoscopic cho-
lecystectomy. J Laparoendosc Adv Surg Tech A. 2007;17:600e603.
28. Duron JJ, Hay JM, Msika S, et al. Prevalence and mechanisms of small intestinal
obstruction following laparoscopicabdominal surgery: a retrospectivemulticenter
study. French Association for Surgical Research. Arch Surg. 2000;135:208e212.
29. Bhoyrul S, Mori T, Way LW. Radially expanding dilatation. A superior method
of laparoscopic trocar access. Surg Endosc. 1996;10:775e778.
30. Tarnay CM, Glass KB, Munro MG. Incision characteristics associated with six
laparoscopic trocar-cannula systems: a randomized, observer-blinded com-
parison. Obstet Gynecol. 1999;94:89e93.
31. Yamamoto M, Minikel L, Zaritsky E. Laparoscopic 5-mm trocar site herniation
and literature review. JSLS. 2011;15:122e126.
32. Montz FJ, Holschneider CH, Munro MG. Incisional hernia following laparos-
copy: a survey of the American Association of Gynecologic Laparoscopists.
Obstet Gynecol. 1994;84:881e884.
33. Coda A, Bossotti M, Ferri F, et al. Incisional hernia and fascial defect following
laparoscopic surgery. Surg Laparosc Endosc Percutan Tech. 2000;10:34e38.
34. Thapar A, Kianifard B, Pyper R, Woods W. 5 mm port site hernia causing small
bowel obstruction. Gynecol Surg. 2010;7:71e73.
35. Mayol J, Garcia-Aguilar J, Ortiz-Oshiro E, De-Diego Carmona JA, Fernandez-
Represa JA. Risks of the minimal access approach for laparoscopic surgery:
multivariate analysis of morbidity related to umbilical trocar insertion. World J
Surg. 1997;21:529e533.
36. Kopelman PG. Hormones and obesity. Bailliere’s Clin Endocrinol Metab. 1994;8:
549e575.
37. Kopelman D, Schein M, Assalia A, Hashmonai M. Small bowel obstruction
following laparoscopic cholecystectomy: diagnosis of incisional hernia by
computed tomography. Surg Laparosc Endosc. 1994;4:325e326.
38. Wang JJ, Ho ST, Liu HS, Ho CM. Prophylactic antiemetic effect of dexametha-
sone in women undergoing ambulatory laparoscopic surgery. Br J Anaesth.
2000;84:459e462.
39. Johnson WH, Fecher AM, McMahon RL, Grant JP, Pryor AD. VersaStep trocar
hernia rate in unclosed fascial defects in bariatric patients. Surg Endosc.
2006;20:1584e1586.40. Shalhav AL, Barret E, Lifshitz DA, Stevens LH, Gardner TA, Lingeman JE.
Transperitoneal laparoscopic renal surgery using blunt 12-mm trocar without
fascial closure. J Endourol. 2002;16:43e46.
41. Siqueira Jr TM, Paterson RF, Kuo RL, Stevens LH, Lingeman JE, Shalhav AL. The
use of blunt-tipped 12-mm trocars without fascial closure in laparoscopic live
donor nephrectomy. JSLS. 2004;8:47e50.
42. Leibl BJ, Schmedt CG, Schwarz J, Kraft K, Bittner R. Laparoscopic surgery
complications associated with trocar tip design: review of literature and own
results. J Laparoendosc Adv Surg Tech A. 1999;9:135e140.
43. Ahmad G, Duffy JM, Phillips K, Watson A. Laparoscopic entry techniques.
Cochrane Database Syst Rev. 2008. CD006583.
44. Wallace DH, O’Dwyer PJ. Clinical experience with open laparoscopy.
J Laparoendosc Adv Surg Tech A. 1997;7:285e288.
45. Kadar N, Reich H, Liu CY, Manko GF, Gimpelson R. Incisional hernias after
major laparoscopic gynecologic procedures. Am J Obstet Gynecol. 1993;168:
1493e1495.
46. Helgstrand F, Rosenberg J, Bisgaard T. Trocar site hernia after laparoscopic
surgery: a qualitative systematic review. Hernia. 2011;15:113e121.
47. Bowrey DJ, Blom D, Crookes PF, et al. Risk factors and the prevalence of
trocar site herniation after laparoscopic fundoplication. Surg Endosc. 2001;15:
663e666.
48. Winslow ER, Fleshman JW, Birnbaum EH, Brunt LM. Wound complications of
laparoscopic vs open colectomy. Surg Endosc. 2002;16:1420e1425.
49. Hussain A, Mahmood H, Singhal T, Balakrishnan S, Nicholls J, El-Hasani S. Long-
term study of port-site incisional hernia after laparoscopic procedures. JSLS.
2009;13:346e349.
50. Smith AI, Royston CM, Sedman PC. Stapled and nonstapled laparoscopic
transabdominal preperitoneal (TAPP) inguinal hernia repair. A prospective
randomized trial. Surg Endosc. 1999;13:804e806.
51. Cottam DR, Gorecki PJ, Curvelo M, Weltman D, Angus LD, Shaftan G. Preper-
itoneal herniation into a laparoscopic port site without a fascial defect. Obesity
Surg. 2002;12:121e123.
52. Ramachandran CS. Umbilical hernial defects encountered before and after
abdominal laparoscopic procedures. Int Surg. 1998;83:171e173.
53. Azurin DJ, Go LS, Arroyo LR, Kirkland ML. Trocar site herniation following
laparoscopic cholecystectomy and the signiﬁcance of an incidental preexisting
umbilical hernia. Am Surg. 1995;61:718e720.
54. Crist DW, Gadacz TR. Complications of laparoscopic surgery. Surg Clin North
Am. 1993;73:265e289.
55. Su WH, Cheng MH, Tsou TS, Cheung SM, Chang SP, Wang PH. Port wound
closure assisted by Foley catheter: an easier way to provide fascia security.
J Obstet Gynaecol Res. 2009;35:725e731.
56. Di Lorenzo N, Coscarella G, Lirosi F, Gaspari A. Port-site closure: a new problem,
an old device. JSLS. 2002;6:181e183.
57. Velasco JM, Vallina VL, Bonomo SR, Hieken TJ. Postlaparoscopic small
bowel obstruction. Rethinking its management. Surg Endosc. 1998;12:
1043e1045.
58. Helgstrand F, Rosenberg J, Kehlet H, Bisgaard T. Low risk of trocar site
hernia repair 12 years after primary laparoscopic surgery. Surg Endos. 2011;25:
3678e3682.
